|
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. EMSZQQ_
T B v Do “ELFAR‘J\Q? JPrimary Registration District No ,,,3:.—0-_(_/. _____ Regittrar's No, __/a g‘) STATE FILE NUMBER

BO NOT WRITE AMENDED Registration Distriet No. o __smef

ON THIS STUB PN Vak 5 B L v ¥ o] -
mﬁnﬂu gL IR 2. USUAL RESIDENCE {Where deccased lived. If institution: Residence before
VS 300 5 CONY  Cappoll s sttt M1ssounlcownry Carrol - aminion)
Rev. 4/59 b. CITY (I outaido corporate Timits, Give TOWNSHIP only] Length of stay in 1b w B . Inside Limirs
owN  Caprollton 4 Years TOWN Carroliton Yes 0 No OO

c. :I%éPrI\"IAATEOgF (If NOT in hospital, give location) Inside Limirs d. S;REET [If cutside, give lacation) Reside on Farm
ADDRES.
nNsttution  Home Yea . No [ 203’ E Lincoln Yei O No B

S A ————

DATE AMENDED

3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year

(Type or print) Mollie VWare DS:TH 10/20/63

AL

5 SEX 6. COLOR OR RACE 7. erri'edlh Newver Married [ IRTH | 9 AGE {laat birthday) | IF_UNDER 1 YEAR IF UNDER 24 HR
Female “'Jhi 'te Widowed [] Divarced [ 127 / égf Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done { |0b. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (City and atate or country) | 12, CITIZEN OF WHAT COUNTRY

during ﬁ%ﬁ g:élninwiieféen if retired} E e Harrisburg ,MO US.A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I4. NAME OF HUSBAND OR WIFE WQ Te.

Jemes 0 Vhite Ellen Green James Fdger: ¥hite

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCJAL SECURITY NOQ. | 17. INFORMANT Address

{Yes, no, or unknown) | {If yes, give war or dates of servi Forres t E Ware Ind?pend ence ’-Mo
13. CAUSE OF I.'IEATH (Enter anly one cavse per ling TOr (@], [, ana 1t]- INTERVAL BETWEEN

T t. DEATH WAS CAUSED BY: ONSET AND DEATH
1MMEDIATE CAUSE (2)

Conditions, if any, DUE 10 (b)
which gave rise ro
above cause (a),
stating the under-
lying cause last. DUE TO (¢}

PART 1. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. If deceased was female was
disease condition given in PART | (a} there a pregnancy in last 90 days.

ID Yes l T No | O Unknown

19. WAS AUTOPSY 208. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART Il of item 18.)
a a m)

PERFORMED?
YES [J° NO

20c. TIME OF * Houl Wonth, Day, Year |
INJURY ~ am,
P.Mm.

20d. INJURY OCCURRED 20e. PLACE OF INJURY le.g., in ar abowt home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J tarm, factary, sireet, office bldg,, erc.)
NOT WHILE AT WORK (J |

her . HXC S
21, 1 snended the deceasad Eromm_,_&é—g;, toMﬂld lasy uwéalwe OHM"__L—

Fs p
Death occurred ot j’ s 2277 m on the date stated above, and 10 the best of my knowledge, from the causen stated.
.

N wﬁgmu {Degrea or tilla) 22b. ADDRESY ¢ F4 22¢. DATE SIGNED
y v M% m -~ ’ ;Uﬂ -f. . ] ;féﬁu
3. BURIAL, CREMATION, [ 23b. DATE Z3c. NAME OF CEMETERY GR CREMATORY . BOCATION (City, town, of county) (51fe)

okl gpec | ) /00/63  |De Witt City Cemetery | De Witt,Mo

24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGIS'[RAR'S SIGNATURE

Million & Greer Moberly,Mo /O-22-46 5 T A s Sl A s
§ 7

{ticansad Embalmer’s Statement on Reverse Side) [J

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

" USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NC.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

’ —
Licensed Embalmer No 3&/5

P. O. Address ,@é%,%’

Note: The above MUST BE SIGNED 'BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




